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Part 1
There is uneven distribution of graduate physicians between the urban centers and the rural setups because of career advancements. It is easier to land formal and well-paying employment opportunities that propel career growth for the graduates in urban centers. Due to the need to grow and urgency to progress quickly in the social ladder, the graduates resort to remain in cities at the expense of hospitals and health care facilities in the rural and inner cities. Rural areas lack progressive drives attained in the urban centers (Xierali & Nivet, 2018). 
In addition, health facilities in average townships do not have advanced resources or infrastructure that would motivate young graduates to innovative professional outcomes. These institutions are equipped with very little resources which, in the end, push away the graduate physicians. Finally, depending on the area of specialty by the physician, the graduates become marketable and are easily absorbed in the urban settings.  According to Xierali & Nivet (2018), it is easier to land thriving and gratifying prospects in the cities than in rural areas.  
Part 2
Health insurance has propelled the achievability of health care programs that would otherwise been a big hindrance for majority citizens. Research studies indicate that a higher percentage of United States citizens are enrolled in either government-funded policies or private owned insurance firms (Starr, 2018). This means that the majority of the citizens can acquire better health care. In addition, advances in medical technology through innovations such as radiology or chemotherapy machines have revolutionized health care system. Before the technology innovations, it was impossible to attain quality health care for patients who critically needed the machines. It has very positively impacted the cost of health care. 
Changes in demographic patterns in the United States have both positively and negatively affected the cost of health acre in the country. In cities where there are increased birth rates than mortality rates, studies by Xierali & Nivet (2018) have concluded that the regions suffer from lack of adequate education and social amenities leading to increased population. The demographic upsurge is due to high birthrates. This makes the affordability of health care relatively costly. Regions populated by the white majority are, however, well-versed with higher education levels. They efficiently access and afford quality health care.
	Government support for health care has positively helped citizens in low-income employment areas to access quality health. According to Foutz, Artiga & Garfield (2017), government-funded Medicare and Medicaid insurance policies have the highest number of subscribers for the costs of health are mundanely higher without the support. Older members of the society are greatly benefiting from the government support. Lastly, consumer expectations are anchored on achieving health care systems or services affordably and cheaply with the emergence of multivariate options (Foutz, Artiga & Garfield, 2017). It, therefore, forces the health care providers such as hospitals, health insurance firms and regulating agencies to avail data that is usefully convenient to retain customers through cutting costs and better services.    
Part 3
It becomes a challenge to the regulators when they cannot operate flexible due to scarcity in resources. Assuring quality should guarantee regulators that there is fair disbursement of financial resources across all long term care facilities. Caregivers and care consumers are often conflicted, for instance, when there are no pain suppressant drugs. Regulators are furthermore challenged by standard conditions of the nursing homes and community mental illness facilities among others in the long-term industry as explained by McGlade et al. (2017).   
Lack of professionalism or competency among the long-term care personnel to deal with dire patients’ needs adequately negatively affects the operation of the long-term care industry. Long term care industry is a conglomeration of many patient needs (McGlade et al., 2017). There are people with terminal illnesses that require special care, others with behavioral problems and those that specifically require competent assistance like the mentally ill patients. If assuring quality in the selection of caregivers and regulators is not done, then fallout is imminent as summarized by McGlade et al. (2017).  
Part 4
This policy implies that community outreach projects such as offender reentry programs must purposely serve to assist the mentally ill patients and are guaranteed to receive funding from the government. Allocating dollars on the basis of units of service means that such facility is paid for the services they do regardless of the patient’s treatment outcomes (Bilir, 2018).  Mental hospitals have traditionally been responsible for treating and offering asylum to the mentally ill patients. This policy seeks to integrate the community in managing the group.
Criminal records and acts of violence have often been attributed to cases of mental illnesses. This is the reason why many state jails and prisons have recorded higher percentages of inmates with mental illnesses. Deinstitutionalization policy is prepared to ensure that the community and hospitals take the forefront in creating positive reentry mechanisms which are pivotal for the sustainability of the policy as discussed by Bilir (2018). An agency such as National Institute of Mental Health reports that the side effects, including stigmatization, homelessness and violent acts, have made the mentally ill patients more vulnerable in the community. A reformation is equipped by the deinstitutionalization policy.
Part 5
Public health professionals may find it challenging to adhere to the ethical or principle code stipulating that “Public health should advocate and work for the empowerment of disenfranchised community members, aiming to ensure that the basic resources and conditions necessary for health are accessible to all.” Advocating for equal civil rights begin from the top governmental leadership. It can be impossible to stick to this policy when the government unequally distributes medical resources to given regions (Spike, 2018). Politicians have also very often changed and determined which health policies to implement and which not to. This leaves the health experts without any choice. 
Finally, adhering to the code that dictates the privacy of information can prove challenging to the health professionals. The principle states that “Public health institutions should protect the confidentiality of information that can bring harm to an individual or community if made public” aims to protect against unwarranted information access. According to Spike (2018), this principle can be breached due to harsh economic trends catapulted by technology systems. In the event that the confidential information is leaked to the public, it leaves the public health officials and the entire society porous to any related harm.  
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